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 R 000 INITIAL COMMENTS  R 000

This visit was for a State Residential Licensure 

Survey.

Survey dates: April 19, 20, 2011

Facility number: 004441

Provider number:  004441

Aim number:  n/a

Survey team:

Tim Long, RN-TC

Julie Wagoner, RN

Angie Strass, RN

Census bed type:

Residential: 34

Total: 34

Census Payor type:

Other: 34

Total: 34

Sample: 7

McKinney House was found to be in compliance 

with 410 IAC 16.2-5  in regard to the State 

Residential Licensure Survey.

Quality review completed 4-26-11

Cathy Emswiller RN
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